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CONTENT:

** Durban Conference: Official Webcast
Many of the sessions at the world's largest AIDS conference,
which happens only once every two years, will be broadcast
from Durban, South Africa and left online on the Web, so that
anyone can hear the speakers and see their slides. This
format works almost as well as being in the room--sometimes
better. The conference is July 9-14, but the Web
presentations will remain available for months.

** Durban Conference: Teleconference Summary July 20
An expert panel will discuss the highlights of the Durban
conference. Callers can ask questions of the panelists.

** Durban Declaration on HIV and AIDS
Over 5,000 scientists including 11 Nobel prize winners have
signed a statement that "The evidence that AIDS is caused by
HIV-1 or HIV-2 is clear-cut, exhaustive and unambiguous,
meeting the highest standards of science," and that testing
for HIV is as reliable as testing for any other virus.

** San Francisco Statement on HIV and AIDS
The San Francisco planning group on HIV prevention issued a
statement of concern that misinformation on HIV and AIDS
could damage efforts to prevent infection in San Francisco.
The statement is important because California is the leading
source of "dissident" or "denialist" AIDS ideas--which have
been very aggressively promoted in San Francisco for years,
with little success.

** Communication Skills and HIV Prevention
A social movement to help people develop life skills in
communication and relationships could contribute to HIV
prevention.

** Tuberculosis: New Drug Class Investigated through Public-
Private Partnership
The likely discovery of a new class of tuberculosis drugs
suggests models for developing treatments for illnesses which
have been neglected because they mostly affect people who
could not afford high drug prices

** HMO, Insurance Policies Threaten HIV Care: Interview with
Dr. X
Many health plans use various means to discourage HIV
specialty care--even though such care clearly benefits
patients, and costs less, compared to non-specialist care--in
order to avoid attracting expensive patients into their
plans. This problem is much worse in HIV than in cancer and
other catastrophic illnesses with more established
specialties. AIDS TREATMENT NEWS interviewed an AIDS doctor
who provides details--but who must remain anonymous to avoid
retaliation by some of the health plans.


***** Durban Conference: Official Webcast

An official Webcast of the XIII International AIDS Conference
(Durban, South Africa, July 9-14) will be available at
http://webcast.aids2000.com . It "will provide abstracts,
video and audio broadcast of select presentationsÉ Users will
be able to view presentations by date, and then click on the
selected presentation to see video footage of the speaker's
slides, while listening to their presentation commentary.
Approximately 50 presentations from each day of the
Conference will be available. In addition, users will be able
to view daily summaries of meeting proceedings. A number of
Webcast presentations will be available within eight hours of
their actual occurrence, while the remainder will become
active within two months." Either a PC or a Macintosh
computer can be used.

A telephone help line to the service provider, MediTech Media
Ltd. (USA), will operate 24 hours a day from Sunday July 9
through Friday July 14. For 60 days after the Conference,
this help line will operate from 4 a.m. to 6 p.m. U.S.
Eastern Standard Time. The phone number is 1-404-591-3288.

This Webcast is sponsored by Gilead Sciences, Inc.

Note: Also see the article in our last issue, "Durban World
Conference, July 9-14: Online Coverage," for more Web sites
which will have reports from the International AIDS
Conference.


***** Durban Conference: Teleconference Summary July 20

A toll-free interactive telephone conference on Thursday,
July 20 (5:00 p.m. Pacific time, 8:00 p.m. Eastern time) will
feature a panel of experts to discuss what's most important
from the XIII International AIDS Conference in Durban, July
9-14. U.S. participants can call toll-free, but advance
registration is required. A 24-hour tape replay will be
available later (call any time, no registration needed for
the replay).

The panel is:

* Thomas J. Coates, Ph.D., Director, University of California
San Francisco AIDS Research Institute and the Center for AIDS
Prevention Studies;

* Calvin Cohen, M.D., Research Director, Community Research
Initiative of New England, and HIV Consultant, Harvard
Vanguard Medical Associates in Boston;

* Roy Gulick, M.D., M.P.H., Director, Cornell University
Clinical Trials Unit, New York City, and Assistant Professor
of Medicine, Weill Medical College of Cornell University, New
York City;

* Kathleen Squires, M.D., Director of Women's Activities,
University of Alabama at Birmingham HIV Outpatient Clinic;
and

* Harvey S. Bartnof, M.D. (moderator), Medical Editor, HIV
and Hepatitis.com

To register (first name only), call 1-800-880-5121 any time
before the teleconference, Monday through Friday Eastern
time. You will receive instructions for joining the
conference.

After the teleconference, a taped replay will be available,
starting within 24 hours. To hear the replay, call 1-888-207-
2647, pass code 6224.

This service is supported by unrestricted educational grants
from DuPont Pharmaceuticals Company, Bristol-Myers Squibb,
and Roche Laboratories.


***** Durban Declaration on HIV and AIDS

Over 5,000 scientists from around the world have signed the
"Durban Declaration" affirming that HIV is the cause of AIDS.
The list includes 11 Nobel Prize winners, as well as
directors of leading research institutes and presidents of
academies and medical societies, including the U.S. National
Academy of Sciences, the Royal Society of London, the UK
Academy of Medical Sciences, and the Pasteur Institute, Max
Planck Institutes, the U.S. Institute of Medicine, the
European Molecular Biology Organization, the AIDS Society of
India, the National Institute for Virology in South Africa,
and the Southern African HIV Clinicians Society. The Durban
Declaration will be published July 6, 2000, in NATURE, which
is widely considered the world's most prestigious scientific
journal. According to NATURE, "Signatories are of M.D. or
Ph.D. level or equivalent, although scientists working for
commercial companies were asked not to sign."

The complete text of the Durban Declaration, the list of
signers, and the committee of more than 250 scientists who
put it together are available at http://www.nature.com .
Also, the Durban Declaration has its own Web site,
http://www.durbandeclaration.org, including translations of
the declaration into different languages.

From the Durban Declaration:

"The evidence that AIDS is caused by HIV-1 or HIV-2 is clear-
cut, exhaustive and unambiguous, meeting the highest
standards of science. The data fulfill exactly the same
criteria as for other viral diseases, such as polio, measles
and smallpox:

"* Patients with acquired immune deficiency syndrome,
regardless of where they live, are infected with HIV.

"* If not treated, most people with HIV infection show signs
of AIDS within 5-10 years. HIV infection is identified in
blood by detecting antibodies, gene sequences or viral
isolation. These tests are as reliable as any used for
detecting other virus infections.

"* People who receive HIV-contaminated blood or blood
products develop AIDS, whereas those who receive untainted or
screened blood do not.

"* Most children who develop AIDS are born to HIV-infected
mothers. The higher the viral load in the mother, the greater
the risk of the child becoming infected.

"* In the laboratory, HIV infects the exact type of white
blood cell (CD4 lymphocytes) that becomes depleted in people
with AIDS.

"* Drugs that block HIV replication in the test tube also
reduce viral load in people and delay progression to AIDS.
Where available, treatment has reduced AIDS mortality by more
than 80%."

According to a July 2 article in THE WASHINGTON POST,
officials and researchers working for the U.S. government
where told not to sign an early draft of the declaration
which circulated before South African President Mbeki's U.S.
visit several weeks ago. After the visit several did sign,
including Helene Gayle, head of the AIDS office of the U.S.
Centers for Disease Control and Prevention.

One who did not sign was Anthony Fauci, director of the
National Institute for Allergy and Infectious Diseases of the
U.S. National Institutes of Health. His explanation was
quoted as follows in THE WASHINGTON POST: "I think in a
backhanded way it gives them [AIDS doubters] greater
credibility. It's sort of like a bunch of people saying the
Earth is flat, and then you have to get everyone in the
aerospace world to say that the Earth is round. That's
crazy."

Also according to the POST, the Durban Declaration "was
conceived in April by Peter Hale, an editor with the AIDS
Research Alliance in Los Angeles, and a handful of American
and European AIDS researchers. The group ultimately enlisted
an 'organizing committee' of 265 scientists and physicians,
including three Nobel laureates. Among the many African
members is M.W. Makgoba, the head of the Medical Research
Council of South Africa, the equivalent of the [U.S.]
National Institutes of Health."

Additional Information on HIV, AIDS Link

The U.S. National Institute of Allergy and Infectious
Diseases maintains a Web page of links to information on HIV
and AIDS. It is at:
http://www.niaid.nih.gov/spotlight/hiv00/default.htm

An important article in the July 5, 2000 VILLAGE VOICE,
"Proof  Positive," by Mark Schoofs (who recently won a
Pulitzer Prize for his reporting on AIDS in Africa) reports
on the contribution of African scientists to showing that HIV
causes AIDS. It is available at:
http://www.villagevoice.com/issues/0027/schoofs.shtml


***** San Francisco Statement on HIV and AIDS

The City and County of San Francisco Department of Public
Health released the following statement by the San Francisco
HIV Prevention Planning Council on June 29, 2000:

"The HIV Prevention Planning Council (HPPC) is a community
planning group set up by mandate of the [U.S.] Centers for
Disease Control to prioritize HIV prevention efforts, using
scientific data, in the city and county of San Francisco. It
is our purview to advise the Department of Public Health
about current trends and other HIV prevention issues.

"The HPPC believes that there is overwhelming proof that HIV
causes AIDS. The HPPC believes that statements which deny
that HIV causes AIDS have the potential to harm individuals
by discouraging them from seeking accurate information and
taking care of themselves based on that information. We also
believe that these statements could be harmful to efforts to
prevent HIV infections in the City and County of San
Francisco by disseminating misinformation and half-truths and
leading people away from fact-based science.

"We encourage everyone to seek complete, reliable information
about HIV and to verify the sources of that information. We
encourage members of the community to avoid being manipulated
by anti-science mythology or inaccurate and incomplete
information.

"We also encourage the community to remember that AIDS is not
over, and that everyone is responsible to stay safe, and
protect themselves and others."


***** Communication Skills and HIV Prevention

By John S. James

"The most effective prevention messages are those which help
provide skills to be used interpersonally regarding refusal,
delay, and negotiation: ability to say no when pressured to
have sex, to put off sex if unwanted, and to negotiate to use
condoms. Role plays, rehearsals, et cetera, are most
criticalÉ Unfortunately, politics, religion, and supposed
values often get in the way of delivering the messages that
would be most likely to succeed: 'remain abstinent if you
can, but learn how to negotiate for condom use if you're
already active.'" (Communication expert Rick Zimmerman,
quoted in "The Invincible Ones" by Rachel Solar-Tuttle,
HARVARD AIDS REVIEW Spring/Summer 2000), about HIV prevention
in adolescents. The full article is at:
http://aids.harvard.edu/publications/har/spring_2000/spring00-4.html

Comment

I noted this quote because of a personal interest in
communication. Last year I started a Web site,
www.communicationpractices.org, on a certain approach to
communication skills and training. While not AIDS related, it
might have uses in HIV prevention, and in drug-recovery
skills as well.

I agree with Professor Zimmerman on the importance of role
playing and rehearsals. But most such programs face a
practical obstacle: the small amount of actual learning time,
compared with assorted overhead. How many short programs can
offer each participant as much as an hour or two of
educationally successful role play? Yet that hour or two
costs the time and expense to organize the program, travel
time for participants, and the time at meetings spent being
late, waiting around, getting the group started, being too
embarrassed to participate, etc. And the great majority of
those who need these programs will never have the
opportunity, due to politics and resource constraints.

So I'm exploring another approach: organized, low-stress
communication and relationship self-training that is
completely integrated with everyday life, so it's available
during all waking hours no matter what else we are also
doing. This training requires no special equipment,
resources, or permission, because it only uses everyday
experience and human interaction, which we all have.
Therefore rich and poor are equal here. And there's no
overhead, no resource constraint.

The big question--the one that stumped me for over 30 years
in trying to put such a project together--is how to format
any kind of training or education to be used in this way.
What works is to develop self-training "practices" for use in
everyday life--a kind of "scaffolding" for assisted-
performance learning. Although we generally use these
practices by ourselves, without having to wait for anyone
else, we can developing them publicly, combining the talents
and resources of many people to find or invent practices
which work especially well for particular needs--then test
and improve them further, and make the best ones widely
available.

See the Web site for some early examples of communication
practices. My experience in experimenting with several of
them is that certain lifetime interpersonal problems were
unexpectedly gone in weeks. Why is this kind of education so
effective? Because it's available any time so you can
practice as much as you want, despite busy schedules; because
all of it is low-stress, assisted-performance learning in
exactly the setting where the skills will be used; and
because the training program consists of independent modules
which can be rationally developed and improved in advance.

My personal interest is to develop this activity as a social
movement, outside the money system, outside of all
institutional structures. Others could try different models.
Here is a way we can work every day to build a better life
for ourselves, and a better world for all people, through
exactly the same actions.

How does this relate to HIV prevention? Some programs already
recognize a critical synergy of appeals--teaching skills not
only for disease prevention, but also for personal autonomy,
and also (most important to adolescents, and many others as
well) for social success. We suggest adding another element:
programs where most of the learning takes place not in a
group meeting, or while reading a poster or otherwise
receiving a public-service message, but through well-
designed, low-stress communication practices to do on one's
own within the social context of everyday life. Then these
practices can be delivered to the community in many ways,
especially through leadership that already exists, including
celebrities, and also including the natural leaders of local
(or Internet) social scenes. Also, new scenes could be
created to address pressing needs.

For more information, see
http://www.communicationpractices.org -- or reach me at
johnjames@communicationpractices.org


***** Tuberculosis: New Drug Class Investigated through
Public-Private Partnership

A June 21 press release from the U.S. National Institute of
Allergy and Infectious Diseases (NIAID) described a
collaboration between government and industry which produced
an experimental drug candidate which may be the first new
kind of tuberculosis drug in more than 30 years. The new
compound, still in laboratory testing, was active against all
MDR (multi-drug resistant) TB strains tested(1).

The compound, called PA-824, was developed by PathoGenesis
Corporation in Seattle; NIAID studied how it worked.

To develop the drug, PathoGenesis scientists searched the
literature for compounds with anti-TB activity, and found one
which had been abandoned as a medicine because it also caused
potentially harmful mutations. But they made over 300
chemical variants of that molecule, and found some that had
even better anti-TB activity and did not cause the mutations.
The one they selected is PA-824.

Comment

Tuberculosis kills more than two million people a year, but
little has been done to find new drugs because most people
with the disease could not pay high prices. It is not clear
that PA-824 will be affordable, because it was developed
under the "CRADA" system (Cooperative Research and
Development Agreement), by which the U.S. government and
private companies can share resources--but the government
does not provide funds or control prices. Instead, "CRADAs
provide one way for companies to pursue promising but 'low
profit' drugs--such as those for TB, AIDS and malaria--
without spending huge amounts of money starting up new
laboratories" (quoted from the NIAID press release).

But this example does show that critically important drug
development can be started at relatively low cost (most of
the cost in developing new drugs is in the large-scale
clinical trials later in the process). There is plenty of
money (from many potential sources, including some in
developing countries) to pay for the initial investigation
and discovery, as in the project reported here. Qualified
scientists and laboratories can be found. Synthesizing and
testing hundreds of variations of a chemical is not always
rocket science, but sometimes a boring job which may be given
to a chemistry graduate student at a university. U.S.
government laboratories could participate through a CRADA
(which does not require low prices for an eventual product,
but does not require high prices either).

What this project would need at the start is money, and the
commitment and sophistication to do the job right (without
the funder committed in advance to some particular "cure,"
for example). The goal would be a convincing proof of
principle--a candidate drug which clearly works in animals
and has no known major drawbacks. Then the project would need
to do the organizing, business, and politics necessary to get
the potential drug into larger, more expensive human studies-
-or better yet, to set up credible but less expensive trial
networks, not necessarily geared toward U.S. FDA approval, to
avoid the huge inefficiencies in clinical trials in this
country.

References:

1. Stover CK, Warrener P, VanDevanter DR and others. A
nitroimidazopyran drug candidate for the treatment of active
and latent tuberculosis. NATURE 2000; volume 405, pages 926-
966.


***** HMO, Insurance Policies Threaten HIV Care: Interview
with Dr. X

By John S. James

A major but under-addressed problem in HIV care is that
health plans use various ways to avoid HIV and AIDS patients
by restricting or eliminating the doctors who treat them.
Even though it is well known that HIV patients who receive
specialist care do better and live longer than those treated
by non-specialist physicians--and even though specialist care
has been found to cost less, because mistakes are avoided--
the cheapest HIV and AIDS patients are the ones not there at
all because they could not get adequate care through the plan
and went elsewhere. Health plans cannot legally refuse to
take patients with HIV and AIDS; but they legally can and do
accomplish the same result by making it difficult or
impossible for the doctors in the plan to provide quality
care for this condition. (The problem is much less severe
with other expensive illnesses like cancer, because cancer
treatment is a recognized medical specialty with standards
that are hard for health plans to evade.)

Doctors cannot talk freely about this problem because their
contracts usually require that the terms be kept
confidential--and health plans can and do retaliate. So we
interviewed a physician we agreed to identify as Dr. X, who
treats HIV patient in the Western U.S.

[Note: To understand this interview, readers should
understand the concept of 'capitation' in health care.
Capitation means that instead of being paid a fee for each
service they perform, physicians are instead paid so much per
month per patient (so much 'per capita,' hence the word
'capitation')--and then the doctor must pay for any medical
care the patient needs. Hopefully on the average there is
some money left over at the end of the month, but with
capitation, sometimes doctors lose money instead of earning
money for their work. Capitation reverses doctors' financial
incentives; the earlier fee-for-service system created
incentives to overtreat, while under capitation, doctors earn
more if they undertreat.

[One of the tricks of the health-plan industry is to pay
doctors the capitated rate for a healthy adult (usually about
$10 per month or less) even for patients with HIV or AIDS,
guaranteeing that the doctor will lose money on every AIDS
patient, and making an HIV specialty practice difficult or
impossible.

[Most health plans today do not capitate pharmaceutical
costs--meaning that doctors are not "at risk" for these
costs. So far there seems to be little pressure on doctors to
capitate drug costs--perhaps because pharmaceutical companies
would oppose it. But under Federal antitrust laws, individual
doctors and medical practices are not allowed to bargain
collectively with health plans, creating impossible burdens
for small practices and driving the trend toward
institutionalized medicine. And in HIV, another result is to
deny many patients the specialist care which is clearly
medically indicated.]


Interview with Dr. X

John S. James: What particular tactics do companies use to
discourage physicians from seeing many patients with
expensive illnesses? How is this different in HIV than in
other major illnesses such as cancer?

Dr. X: An HMO or health insurance company cannot discriminate
against somebody because they are HIV positive, cannot
discriminate against a patient because of their disease. But
they can discriminate against doctors who treat that disease.
So to avoid attracting HIV-positive patients into their
plans, they can and do refuse to contract with HIV-treating
physicians, a practice known as redlining. Then the patients
will go on to a different insurance company where they might
find a physician with a recognizable HIV specialty. Redlining
the doctor is legal to do.

James: Are you kept out of certain plans because you see too
many HIV patients?

X: Absolutely. The insurance companies are very open about
admitting it.

AIDS patients cost less per year than breast-cancer patients,
or kidney patients on renal dialysis. Yes, AIDS is expensive,
but certainly not out of line with other catastrophic
illnesses.

But there is much less problem with other expensive
illnesses. You could not redline doctors because they treat
cancer; society would not stand for it. But it's OK with
doctors who treat HIV. A recent article shows gay and lesbian
physicians make less than their heterosexual counterparts--
often because gay and lesbian physicians treat people who
would not otherwise get care.

In HIV, although treatment is expensive, it is not the
physicians who are making the money. Many physicians are
getting paid basic family practice and primary care rates to
do high-level specialty care.


"Healthy Adult" Reimbursement for Patients with AIDS

James: When HIV physicians can get into the plans, how much
are they paid per month to provide care for someone with HIV
infection or AIDS?

Dr. X: Some capitated plans pay less than $5 per person per
month to care for an AIDS patient; some pay up to $20 or $25
per person per month. Some of the plans have the doctors
assume more risk, with medications or labs; I have never
contracted with those because they are too prone to financial
disaster, should there be any great changes in therapy.

The capitated plans are usually geared toward a healthy
population that does not utilize medical care very often. So
over a period of a year they are financially viable for a
doctor whose practice is mostly persons who are not sick. But
an HIV-infected population requires regular visits,
medication refills, and other services; every bit of that is
an expense.

It costs about $5 to have an interaction with a patient over
the phone, whether to set up an appointment, or for medical
advice, or a pharmacy refill interaction--because the chart
has to be pulled and re-filed, and documentation has to be
saved, either by the physician or the medical assistant. One
of my managed-care companies was stacking my office with
their HIV patients but reimbursing me $4.60 per month. So
what they were paying me for global HIV care barely paid for
calling in their medication refills once a month.

It would only take one disastrous financial quarter for a
physician to not be able to practice any more, to go under
financially. Many primary care physicians, specifically HIV-
treating doctors, are going month to month in their finances.
There are huge issues here that need more public attention.

James: When you are seeing a patient, the labs and the drugs
are neither expensed to you, nor an income?

X: I make no profits off labs or the medications I prescribe;
that's an ethical issue.

James: So you are paid so much per month to cover the office
visits and overhead?

X: In capitated plans, yes.


Non-Capitated Plans

X: There are also "modified fee for service" plans, where for
every dollar that is charged by the physician, there is
usually a modified fee that would bring the dollar down to
about $.60. And these insurance companies take often 10% in
addition and put it into a kind of contingency fund, in case
you go over on office visits, or on your hospitalization or
medicines--this is an incentive for physicians to not over-
utilize medical services. But when most of your patients are
HIV-positive, you are going to utilize these services; I have
never seen any of that incentive money come back, because by
definition I have an overutilizing population.

James: So with a plan like that, you would get about 50 cents
on the dollar?

X: We usually get about 50 cents on the dollar from insurance
companies. At the end of the month the question is whether we
have enough for payroll, for rent, for paying bills. There is
usually little or nothing left over after that.

James: And with the capitated plans, you are basically
expected to treat people with AIDS for about $10 or less per
month?

X: Some of them, yes. Not all the plans pay terribly. None of
our managed-care plans are lucrative.

James: How are the better plans different?

X: They don't capitate [and pay healthy-adult rates for HIV
and AIDS care]; instead they pay a fee for service. It is a
modified [reduced] fee, but often we can live with it. It
will pay for the services and employees.

James: But a lot of patients cannot use those plans?

X: Many cannot. But many do have choice. Many patients with
HIV have the opportunity to obtain insurance that will cover
them better, but then they will have to pay more out of
pocket. So they opt for a plan where they don't have to pay
anything, but the doctor takes the losses. Many times those
plans do not cover what the patient needs.

James: Why can't you refuse the worst plans?

X: One of the tricks that many insurance companies pull is
that if you are on their indemnity plan or their PPO
[preferred provider organization] plan that pays fairly well,
you must also take the HMO that is capitated, and that pays
for HIV care at a loss. If I dropped the HMO plan I would
also have to drop the PPO plan that does cover its expenses.
Often patients on PPO plans are subsidizing the care of those
on HMOs, because when the insurance representatives look at
the numbers, they say, yes on our HMO you are losing, but on
our PPO you are making a profit, and it all averages out so
it's not so bad. So people who are paying extra out of their
pocket for insurance are subsidizing those in the chair next
to them who opted to get a cheaper plan--because the treating
physician does not have the choice to only serve under the
PPO contract, but has to take both of them. The companies
bundle those when they talk about a physician's contract.

James: Perhaps the press could tell HIV patients to stay away
from HMO plans that don't cover cost?

X: But some people have little or no choice, because of their
employer signs up for a limited plan. Or it may be a year or
two before the patient can make a choice to change that. Some
employers do not realize the consequences to their employees
of the plans that they sign up for. They may not know they
have any employees with HIV.

James: And in cancer, for example, since rates for oncology
have been negotiated, so there's less of a problem?

X: Yes, standards for cancer treatment are well established.
And the rates for HIV are not well established.

Since the HIV specialty has not solidified yet, you can have
a family practitioner dedicated to HIV who is a much better
HIV physician than the infectious disease doctor nearby who
sees only a handful of HIV patients and does not dedicate his
practice to HIV. But the HIV specialist may be paid a third
of what the credentialed infectious disease doctor gets. We
need recognition for the specialty of HIV care.


Retaliation

James: You mentioned retaliation by health plans against
doctors who speak openly about these problems. How does this
happen?

Dr. X: I once lost a major contract, which meant that
suddenly hundreds of my patients needed to find a new
physician, one who could treat their particular problems.

In another case, a managed-care company put a new-patient
freeze on my contract, because I was adamant about the need
for therapies that the health plan did not want to cover. So
I could continue seeing patients already enrolled, but nobody
else could come into my practice on that plan. The HMOs and
insurance companies have ways of punishing physicians who are
not good company docs. These problems are widespread.

I cannot afford to be identified for this article and take
the risk that many of my patients will have to find someone
else.

Other Concerns

Besides treating patients I teach medicine, and have medical
students coming through my practice to learn about HIV. The
comments I hear--that they do not want to work so hard for so
little pay--are borne out by the small numbers of doctors
actively going into HIV care rather than having it thrust
upon them. Why would anybody spend eight to ten years of
their lives in a very difficult training program, where they
go hundreds of thousands of dollars into debt, to become a
subspecialist in an area were you do not get respect from
your colleagues or viable reimbursement from the insurance
companies? You risk financial ruin by going into HIV therapy.
Who is attracted to that?

In this state it is just accepted that if you are on
Medicaid, there are only certain doctors you will be allowed
to see. You have little choice; your Medicaid doctor is
assigned to you. You may be assigned a doctor who has never
seen an AIDS patient before. You may be assigned an HIV-
treating physician who is under strict, regimented budget and
control, and is overworked; you have somebody who is not
allowed the tools you need, and who does not have the time.
There are clinics where each doctor is seeing more than a
thousand HIV patients, with very little backup or support.
They are told what labs they can and cannot use, what drugs
they can and cannot prescribe, and patients are going without
standard FDA-approved treatment, because these doctors are
not budgeted for it. We have this huge, second-class,
institutionalized approach to HIV care, because it is
supposed to save money for the insurance companies.

Redlining is another huge issue. Patients should be allowed
to see whatever physician they want for primary care. Primary
care physicians who want to contract with an insurance
company should be allowed to. Patients should not be barred
by insurance plans from seeing the doctor they want.

*  *  *

Comment, by JSJ

HIV specialist care is known to save lives, and it actually
costs less than care from non-specialists. We need a
reimbursement system that supports quality care--not one that
creates incentives for health plans to make good care
impossible in order to force expensive patients elsewhere.

This area needs much more attention from AIDS activists. One
approach would be to share information and educate patients
and the public about the consequences of the different plans
available locally, so that patients could find out what the
real problems are before they are locked in and learn when
they are sick that they cannot get the care they need.

Also, activists can support institutional reform so that top
HIV specialists will no longer be driven from practice by
this race to the bottom among HMOs and other health plans.
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